A unique case of bilateral seminal vesicle cysts and absent vasa deferentia is described. This has led us to question classical theories about the origin of embryological remnant cysts in this region and to suggest that laterally sited cysts are as likely to be of paramesonephric (Miillerian) origin as centrally sited ones.
Case report
Mr AW, a 19-year-old fit man with normal masculine development, complained of perineal pain passing down the medial aspect of the left thigh and up into the left groin. Physical examination was normal apart from a palpable, smooth, extrarectal mass on the left side above the prostate. The urine was sterile and intravenous urography and cystourethroscopy were normal. Ultrasound examination showed that the mass was a cyst; this was confirmed by CT scan, which also showed a small cyst on the right side and that both cysts were closely associated with the seminal vesicles ( Figure 1) (BIandy 1976 , Palmer 1979 . There are only four reports of bilateral cysts (Walker & Bowles 1968 , Sharma et al. 1969 , Furtado 1973 , Mateo et al. 1980 . Seminal vesicle cysts are often associated with renal agenesis on the same side and sometimes with an absent testis (Das & Amar 1980) but there are only three reports of an anomaly of the vasa deferentia in association with these cysts: absence of portions of the vas (Walker & Bowles 1968) , rudimentary vas (Das & Amar 1980) and absent contralateral vas (Girgis et al. 1968) . However, the condition of the vasa is not always mentioned when these cysts are described. Our case of bilateral cysts and absent vasa deferentia is the first to be reported. Seminal vesicle cysts are readily palpable on pelvic examination and, although the clinician unaware of their occurrence may be uncertain as to what he is feeling, CT scan provides the necessary answer. The differential diagnosis includes abscesses, hydatid cysts, solid tumours of the seminal vesicle or. prostate and diverticula of the ejaculatory ducts. Midline cysts, which are difficult to dissect away from the prostate and surrounding structures, should be differentiated from seminal vesicle cysts (Morgan et al. 1979) . Although midline cysts are generally considered to be Miillerian in origin (Lucey et al. 1973) , laterally situated cysts are usually regarded as being derived from the mesonephric (Wolffian) duct. If laterally situated seminal vesicle cysts develop following obstruction of the ejaculatory duct, a Wolffian origin is possible; but this is an unlikely congenital abnormality and we can suggest no other plausible reason for their cause. We are surprised that the combined anomaly described here has not been recorded previously and consider that it sheds new light on the aetiology of cysts in this region.
The embryonic development of the male and female genital ducts is well established (Arey 1974) . In the early stages of development, male and female gonads are indistinguishable. In the sixth week prominent indifferent gonads and an external genital tubercle are present. The mesonephric (Wolffian) duct develops relatively early in both sexes in association with the kidney. This development begins in the fourth week and is completed in week five when the duct reaches the cloaca. The paramesonephric (Miillerian) duct appears in week six and completes its development as far as the urethra in week eight. Sexual differentiation occurs later, the sex of the gonads being distinguishable by week eight. Further male development involves regression of the paramesonephric ducts and enhanced development of the mesonephric ducts between weeks ten and twelve under the control of an anti-Miillerian hormone produced by the interstitial cells of the testis. Testosterone, from the Leydig cells, controls development of the external genitalia. Female development occurs in the absence of these hormones.
In the case described it is likely that there was a failure in fetal hormone production between weeks ten and twelve. The anomaly can be explained simply by a one-week delay in anti-Miillerian hormone production with consequential incomplete suppression of the paramesonephric duct. Thus, the cysts are of paramesonephric origin, an interpretation which contradicts the classical view of such cases but is the only single derangement which also explains the absent vas deferens. The adult position of these cysts does not help in deciding their origin since, during development, the paramesonephric duct runs lateral and very close to the mesonephric duct and, as with the mesonephric duct, remnants may be found at any point along its course (Landes & Ransom 1949) . Morgan et al. (1979) described a lateral paramesonephric cyst. It is difficult to decide the origin of previously reported seminal vesicle cysts, but we think that a paramesonephric origin is the more likely.
